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Stories: 1 ' |
Construction Type: NFPA, V (111); IBC, Il
protected

| plans available on site |
Constructed: 2012
Sprinklered: Yes '
Census: 86
Certified beds: 126

A Life Safety Code Survey was conducted by the ‘
State of Tennessee Department of Health |
Division of Health Licensure and Regulation
. Office of Health Care Facilities on 05/13/2019. |
During this Life Safety Survey, Life Care Center
of Old Hickory Village was found in substantial ‘ ,
compliance with the requirements for participation
in Medicare/Medicaid at 42 CFR Subpart
| 483.70(a), Life Safety from Fire, and the related
National Fire Protection Association (NFPA)
standard 101-2012. |
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: A Emergency Preparedness Survey was
conducted by the State of Tennessee Department
of Health Division of Health Licensure and
Regulation Office of Health Care Facilities survey
on 05/13/2019. During this Emergency
Preparedness Survey, Life Care Center of Old
Hickory Village was found in substantial
compliance with the requirements for participation
| in Emergency Preparedness Regulations for |
Long-Term Care Facilities, Federal CFR §483.73. |
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